among patients with type 2 diabetes on hospice in nursing homes. Further research is needed to establish optimal timing of diabetes medication titration and cessation and characterize the effect of hypoglycemia and hyperglycemia on the symptom burden of patients with diabetes on hospice.
Association of Veterans Health Administration Home-Based Programs With Access to and Participation in Cardiac Rehabilitation
Performance measures recommend referral to cardiac rehabilitation (CR) after acute myocardial infarction (AMI), percutaneous coronary intervention (PCI), or coronary artery bypass grafting (CABG), 1 but CR is vastly underused. 2 Lack of transportation and limited access to CR programs have been identified as 2 of the largest barriers to participation. 3 To address this issue, the Veterans Health Administration (VHA) has started implementing new home-based CR (HBCR) programs. 4 ,5 Therefore, we examined whether implementation of new HBCR programs is associated with improved CR participation in the VHA.
Methods | We conducted a prospective cohort study of 151 VHA facilities at which 99 097 patients were hospitalized for MI, PCI, or CABG (based on national electronic health records) from January 1, 2010, through December 31, 2015.
Sixty-four VHA facilities were excluded from the analysis because they had fewer than 10 patients hospitalized for ischemic heart disease (IHD). During the 6-year study period, the number of VHA facilities that offered HBCR increased from 1 to 12. This study, including a waiver of the requirement to obtain informed consent, was approved by the institutional review board at the University of California, San Francisco. We compared CR participation across 3 groups of facilities. The 3 groups of facilities offered referral to: (1) offsite facility-based CR programs reimbursed by the VHA, (2) either offsite CR or VHA onsite CR programs, or (3) offsite CR or VHA onsite CR or HBCR programs. Participation was defined as participating in at least 1 outpatient CR session within 12 months after the discharge date based on electronic health records from VHA facilities, non-VHA facilities that were reimbursed by the VHA, and Medicare claims data. The number of sessions was determined using Current Procedural Terminology codes (93797, 93798) and/or VHA Stop Code 231. We used mixed-effects logistic regression with clustering by facility to determine the association of offering HBCR and participation, adjusted for patient and hospital characteristics. We used 2-sided t tests for continuous variables and χ 2 tests for dichotomous variables. P < .05 was considered to be statistically significant.
Results | From January 1, 2010, through December 31, 2015, a total of 99 097 patients were hospitalized for IHD (AMI, PCI, or CABG). Participation in at least 1 CR session increased from 8.1% to 13.2% overall (P < .001). At the 12 facilities that began implementing HBCR programs, participation increased from 6.0% (14 of 234) to 24.6% (724 of 2941) (P < .001) (Figure) . At the 23 facilities that offered referral to offsite CR or VHA onsite CR, participation increased from 10.9% (815 of 7463) to 17.6% (928 of 5266) (P < .001). At the 52 facilities that offered referral to offsite CR only, there was no detectable change in CR participation (from 6.4% [752 of 11 771] to 6.6% [561 of 8504]; P = .63). In a sensitivity analysis that required 3 or more CR sessions, participation increased from 5.1% (12 of 234) to 16.6% (489 of 2941) at facilities that offered HBCR (P < .001), 8.3% (621 of 7463) to 9.6% (504 of 5266) at facilities that offered offsite or VHA onsite CR (P = .01), and 5.2% (615 of 11 771) to 6.0% (511 of 8504) at facilities that offered offsite CR only (P = .02).
Compared with patients hospitalized at a facility that offered referral to offsite CR only, those hospitalized at a facility that offered HBCR had 4-fold greater odds of participating, and those hospitalized at a facility that offered VHA onsite CR had 3-fold greater odds of participating in CR (Table) . No significant difference was found in the number of weeks of CR completed among patients offered HBCR vs those not offered HBCR (median, 7.6 vs 8.7 weeks; P = .60). However, patients offered HBCR were less likely to drop out after the first session than were those for whom HBCR was not available (423 [16.8%] vs 1741 [20.2%]; P < .001).
Discussion | In summary, veterans hospitalized with IHD were more likely to participate in CR when a home-based program was available. We recognize that results may be biased because facilities that developed HBCR programs were likely to be stronger proponents of CR, and overall CR participation remained low.
Nonetheless, these findings demonstrate that HBCR may be an effective tool for increasing CR participation among patients who would otherwise decline to participate. 
Proportion of Decedents' Expenditures Among Recent Reductions in Medicare Expenditures
Health care expenditures continue to increase in the United States. Historically, end-of-life expenditures have been a consistent contributor to that growth. 1 Recent studies of end-of-life practice patterns suggest that increased use of hospice care costs more than it saves, 2 end-of-life care intensity is increasing, 3 and end-of-life intensive care unit use and care transitions are increasing, 4 raising concerns that end-of-life care costs might be accelerating.
To investigate such concerns, we used publicly available Medicare data to calculate changes in end-of-life Medicare expenditures in the recent past.
Methods | Dartmouth College has determined that analysis of Dartmouth Atlas data is not considered human subjects research. From the Dartmouth Atlas Project website (http: //www.dartmouthatlas.org), for fee-for-service Medicare enrollees aged 65 to 99 years, we obtained publicly available per-capita mean annual 2004 through 2014 Medicare part A and B expenditures for all enrollees and mean prior 2-year expenditures for enrollees who had a chronic condition and died in that year (decedents). From total fee-for-service expenditures (number of enrollees times the mean annual percapita expenditure), we subtracted total annual expenditures for decedents (the number of decedents times the mean prior 2 years' expenditures) to estimate survivors' expenditures.
Using the consumer price index to convert expenditures to 2014 dollars, for decedents and survivors, we calculated the annual overall per-capita expenditures in 6 categories: inpatient (including hospital and skilled nursing facility expenditures), physician, outpatient, home health, hospice, and durable medical equipment. We calculated year-to-year changes in Medicare expenditures attributable to changes in the numbers of survivors or decedents (changes in numbers 
